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Abstract
The present study was undertaken to explore the
relationship between family therapy and recovery from
alcoholism.
Using medical records, control and study groups were
established. The groups were differentiated as to
family participation in the treatment process . The rate
of patient recovery one year after discharge from treat¬
ment was established through after-care records. When the
two groups were compared no significant difference in
recovery rate was noted at the .05 level of confidence.
The results of this study are not in agreement with
the literature cited in the early pages of this paper.
Existing literature supports both the disease concept of
alcoholism and the effectiveness of family therapy in
treatment.
Finally, despite the noted lack of agreement with
similar studies, several meaningful results were obtained
from the study. As a result of this study, several changes
in the methods of record keeping and approaches to family
therapy were introduced in the institution where the study
ii
was conducted. This study also examines numerous factors
historically thought to influence treatment outcome among
alcoholic patients. Many of these factors proved to have
little significance in recovery while one factor, sex,
proved to have a significant impact on recovery rate.
iii
INTRODUCTION
Alcoholism has reached epidemic proportions in
America today. One can hardly see a news cast or read a
newspaper without confronting the ravages of alcoholism.
It has been estimated that at least 7 percent of our
adult population suffers from alcoholism. Upwards of 12
percent of our work force have problems with alcohol.
Alcoholism costs our economy almost 40 billion dollars a
year. Each alcoholic costs his employer 25 percent of his
gross income. Alcoholism is involved in over 50 percent
of all arrests and 50 percent of all traffic accidents.
Alcoholism accounts for 40 percent of all admissions to
mental hospitals and 20 to 50 percent of all general
hospital beds are occupied by people whose illness is
associated with alcohol. Alcoholism cuts across all social,
religious, racial and sexual lines. The rate of increase in
alcoholism (nearly 500,000 each year) is staggering,
especially among the young. Alcoholism and drug abuse is
rampant in both high school and junior high school. Dr.
Max Weisman, M.D., Alcohol Control Administration, State
of Maryland in a speech before the 5th annual Southeastern
Conference on Alcohol and Drugs held in Atlanta, Georgia
in 1980 related figures from the Maryland school system
showing that more than 70 percent of their eighth graders
had used alcohol in some form and that 23 percent were
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daily users. In all, the toll on society and the individual
from alcohol is mamoth.
The first effective treatment program for the alcoholic
was developed in 1935 by Bill Wilson, a stock broker, and
Robert Smith, a medical doctor. Both men were alcoholics.
This lay program became known as Alcoholics Anonymous after
a book of the same name. Alcoholics Anonymous presented a
new approach to the treatment of alcoholism with its focus
on the alcoholic as a person rather than on alcoholism as
a dysfunction. This focus was expanded in 1951 when it was
recognized that alcoholism had many dire consequences on
the family of the alcoholic as well. A companion program
called Al-Anon was developed to treat the non-alcoholic
members of the family. Although both programs were similar
in nature, therapy for the most part was separate. Each
member of the family would recover separately and, as a
result the family unit would eventually recover. In the
early 1970's The Alateen Program was developed. This
program aided the children of alcoholics in their recovery
process. Again, the emphasis was on the recovery of the
individual in the family unit.
In the late 1960's a trend began to "professionalize"
the treatment of alcoholism using the principles of A.A.
A proliferation of in-patient treatment centers occured and
much good work was done. However, once again it was realized
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that alcoholism was a "family disease." With the advent of
the systems approach, family treatment programs were
included as part of an overall approach to alcoholism
treatment. These family programs are either co-programs
or intergrated directly into the mainstream of alcohol
treatment. The results of this combination of individual
and family treatment appears highly promising.
The purpose of this paper is to explore this relation¬
ship between family participation in treatment and recovery
from alcoholism. It is hoped that this study will con¬
tribute to the immense body of knowledge needed to develop
more effective treatment methods and programs to better
meet the needs of the suffering alcoholic and his family.
LITERATURE REVIEW
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THE DISEASE CONCEPT OF ALCOHOLISM
The Expert Committee on Mental Health, Alcoholism
Subcommittee, World Health Organization has distinguished
in its report of August 1952 two categories of excessive
drinkers, namely, "alcohol addicts" and "habitual sympto¬
matic excessive drinkers." The disease concept of
alcoholism applies only to those addicted to alcohol and
not the habitual symptomatic excessive drinkers.
"In both groups the excessive drinking is symptomatic
of underlying psychological or social pathology, but in one
group after several years of drinking loss of control over
alcohol occurs, while in the other group this phenomenon
never develops. The group that experiences loss of control
is designated as alcohol addicts."^
The disease concept of alcoholism does not apply to
those who are excessive drinkers but only to the "loss of
control" drinkers. This is not to say that the nonaddictive,
excessive drinker is not sick. It is to say that his primary
difficulty arises from psychological or social dysfunction;
not in his addiction to alcohol.
The "loss of control" is a disease condition which
results from a process that superimposes itself over those
^Jellinek E.M., Current Notes on the Phases of Alcohol
Addiction, Quarterly Journal of Studies on Alcohol; V13:673-
684 (1952).
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abnormal psychological and/or physiological conditions of
which excessive drinking is but a symptom. "The fact that
many excessive drinkers drink as much or more than the
addict for 30 or 40 years without developing loss of control
indicates that in the group of "alcohol addicts" a super-
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imposed process must occur." In the next several pages
let us examine some of those processes, both biological
and psychological, which might constitute this superimposi¬
tion.
GENETIC FACTORS IN ALCOHOLISM
Alcoholism is generally considered to be a familial
disease. Studies have repeatedly demonstrated a high rate
of alcoholism among blood relatives of alcoholics. "With¬
out known exception, every family study of alcoholism,
irrespective of country of origin, has shown much higher
rates of alcoholism among the relatives of alcoholics than
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apparently occurs in the general population." The immediate
question raised is whether the illness is primarily in¬
fluenced by heredity or environment, "nature" or "nuture."
The task of separating these two influences has been dif¬
ficult to say the least, but a number of very good studies
^Ibid.
3
Goodwin, D.W.; "Is Alcoholism Hereditary?"; Archives
of General Psychiatry, 25:545-548 (1971) .
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have been done to this end.
One such study was done by Winokur et al.^ This study
reveals a high rate of alcoholism among the full siblings
of alcoholics. The study concluded that the full siblings
of male alcoholics had a lifetime expectancy of excessive
alcohol use in 467o of the brothers and 5% of the sisters.
The lifetime expectancy of alcoholism among the full siblings
of female alcoholics was 507o in the brothers and 87o in
sisters. These figures can be compared to the lifetime
expectancy rate of alcoholism among relatives of nonalco¬
holics, 37o to 57. for males and 0.17. to 17. for females.^
Another method used to evaluate whether genetic factors
predispose individuals to alcoholism is to compare identical
twins to fraternal twins. This approach assumes that
environmental factors being equal, the rate of alcoholism
in monozygotic twins will be higher than in dizygotic twins
if genetics is a factor.
The twins approach has been applied in two major large
g
scale studies. Kaij, in a Swedish study identified 174
male twin pairs where at least one twin was known to have
4
Winokur, G., et al., "Alcoholism:III. Diagnosis and
familial Psychiatric illness in 359 Alcoholic Probands,
Archives of General Psychiatry, 23:104-111 (1970).
^Goodwin, D.W.; Alcoholism Hereditary?" P545.
^Kaij, L., Studies on the Etiology and Sequels of
Abuse of alcohol; Lund, Department of Psychiatry; University
of Lund, 1960
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a drinking problem. By interviewing the subjects, Kaij was
able to separate the sample into monozygotic and dizygotic
groups. The rate of alcoholism among the monozygotic group
was 547o. The rate of alcoholism in the diazygotic group
was 28%. This would seem to indicate a genetic influence.
Also of significance in this study was the discovery that
social and intellectual deterioration was more closely
correlated to zygosity than to the amount of alcohol con¬
sumption. This infers that deterioration is more or less
independent of alcohol consumption and may also be geneti¬
cally determined.
Perhaps the best method of study to separate "nature”
from "nuture" is by studying individuals raised apart from
their biological relatives. One such study was conducted
by Schuckit, Goodwin, and Winokur.^ They studied all
patients admitted to a state hospital in an 18 month
period with a primary diagnosis of alcoholism and who had
half-siblings. Sixty males and 9 females were studied. The
data revealed that children who had alcoholic biologic
parents had had almost identical rates of alcoholism
whether raised by alcoholic or nonalcoholic parent figures.
In addition, a comparison of children of alcoholic biologic
parents raised in the same home as the alcoholic proband
^Schuckit, M.A., Goodwin, D.W., and Winokur, G., "A
Study of Alcoholism in Half Siblings"; American Journal of
Psychiatry, 128:1132-1136 (1972).
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with those children raised apart from the alcoholic proband
showed no greater incidence of alcoholism in the former
group.
A more recent study using adoptees was done by Goodwin,
g
et al. Samples were obtained from a pool of 5,483 non¬
family adoption cases. All of the subjects included were
adopted within a 6 week period from birth. The study group
consisted of 55 men who had at least one alcoholic parent.
The control group consisted of 78 adopted men with no
history of alcoholism in their biologic parents. The rate
of alcoholism in the control group was 6% as compared to
the rate of alcoholism in the study group at 337o.
There is some evidence to connect genetic factors and
alcohol and drug dependency through animal studies. Nichols
9
and Hsiao were able to breed a specific strain of rats de¬
signed to consume more morphine and alcohol. Sinclair et
al^^ concluded in their studies with rats that an apparent
genetic correlation to ingest both morphine and alcohol
exists in rats.
g°Goodwin, D.W., et al.. Alcohol Problems in Adoptees
Raised Apart from Alcoholic Biologic Parents, Archives of
General Psychiatry; 28:238-243 (1973).
9
Nichols, J. and Hsiao, S., "Addiction Liability of
Albino Rats: Breeding for quantitative differences in
Morphine Drinking," Science; 157:561 (1967).
^^Sinclair, J.D., Adkins, J., and Walker, S., "Morphine-
Induced Suppression of Voluntary Alcohol Drinking in Rats,"
Nature; 346:425-127 (1973).
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In conclusion it appears well established that
alcoholism runs in families. What still remains uncertain
is whether the transmission is genetic or if some other
unknown factor in involved. Although the evidence to date
is inconclusive, genetic factors in alcoholism can be
ruled in but not ruled out. The existence of a genetic
factor in alcoholism is highly probable.
THE "ALCOHOLIC PERSONALITY"
Many studies and much effort has been expended in
search of "the alcoholic personality." Sutherland et al^^
siimmarized all available studies between 1936 and 1949
which attempted to differentiate the personality traits of
alcoholics from nonalcoholics. "The summary of these 37
studies show no satisfactory evidence exists to justify the
conclusion that persons of one type are more likely to be-
12 13
come alcoholics than persons of another type." Syme's
in an extension of the work done by Sutherland et al re¬
viewed all alcoholic personality studies from 1949 to 1956
Sutherland, E.H., Schroeder, H.G., and Tordella,
C.I., "Personality traits and the Alcoholic, A Critique





Syme, I., "Personality Characteristics and the
Alcoholic. A Critique of Current Studies," Quarterly
Journal of Studies on Alcohol 18:288-302 (1957).
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drawing the same conclusion that persons of one personality-
type are no more or less likely to become alcoholics than
persons of another personality type.
The view of the Alcoholism Subcommittee of the World
Health Organization Expert Committee on Mental Health seems
likewise to discourage the search for the "alcoholic per¬
sonality." This committee holds that "there does not seem
to emerge . . . any specific personality trait or physical
characteristic which inevitably would lead to excessive
symptomatic drinking.
Later studies have been equally unfruitful in isolating
an "alcoholic personality." Franks and Thacker^^ attempted
to delineate the psychodynamics of alcoholism by using
psychological tests. They tested 30 alcoholic males using
the MMPI, and extensive personal histories. Each alcoholic
had at least one alcoholic parent. The results were in¬
conclusive. It appears from their research the MMPI's
validity in obtaining alcoholic profiles is questionable.
Another recent study in the area of alcoholic per-
16
sonality was done by E.X. Freed. Freed surveyed 6 studies
14
World Health Organization, Expert Committee on Mental
Health, Alcoholism Subcommittee, Second Report. World Health
Organization Technical Reprint Service, No. 48 Geneva 1952.
^^Franks, D.D., Thacker, B.T., "Assessing Famileal
Factors in Alcoholism from MMPI Profiles," American Journal
of Psychiatry 136:1084-1085 (1979).
1 fi
Freed, E.X., "Alcoholism and the Bender-Gestatt Test,
International Journal of Addiction 14:689-696.
II
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done between 1953 and 1972 using the Bender-Gestatt test
as applied to alcoholics. The study concluded that there
was little evidence of an "alcoholic personality."
One problem in trying to isolate the "alcoholic person¬
ality" has been the definition of personality. The concept
of "alcoholic personality" has often been used to mean a
common total personality structure. It may be necessary
to speak of a pattern or constellation of personality
traits common to most alcoholics in their prealcoholic
personality.
Another barrier to progress in finding the "alcoholic
personality" centers around the issue of separating pre-
morbid and morbid personality traits among alcoholics.
Just because X behavior exists in most morbid alcoholics,
it does not necessarily follow that this behavior was
a premorbid causal factor in th^ir alcoholism. Such traits
common to morbid alcoholics do seem to exist and can be
measured by the Alcaad and Manson personality tests. "The
conclusion is inevitable that the most meaningful research
into the psychological etiology of alcoholism will be log-
itudenal studies in which groups of adolescents are studied
periodically and followed up for years."^^
In conclusion, even though no "alcoholic personality"
^^Lisansky, E., "The Etiology of Alcoholism: The Role
of Psychological Predisposition," Quarterly Journal of
Studies on Alcoholism, Vol. 21:317 (1960).
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has been isolated to date, it would be too early to give
up the search until all avenues are traveled. "Thus we
feel that the quest for an alcoholic personality or con¬
stellation of frequently predominant characteristics in
alcoholism has barely begun." It is generally agreed that
the alcoholic personality traits include: anxiety, depression,
resentment, loneliness, incompleteness, poor object relation¬
ships, and emotional sensitivity. The Manson evaluation
test has been developed to measure these traits and has
proven useful in the diagnosis of alcoholism.
PSYCHOANALYTICAL THEORIES OF THE ALCOHOLIC PERSONALITY
For the purpose of this paper we shall asstjme that
prealcoholic personality traits do exist. We will further
assume that the alcoholic personality is a constellation
of these traits superimposed over a large variety of dif¬
ferent personality types. It is this superimposition of
the "alcoholic personality traits" over the various per¬
sonality types that must be present in the development of
the illness alcoholism. Once the illness reaches its morbid
phase a group of secondary symptoms develop which seem uni¬
versal among alcoholics. In this paper we will concern
ourselves only with the "alcoholic personality traits" that
18
Armstrong, J.D., "The Search for the Alcoholic
Personality," Ann. Amer., Acad. Polit. Soc. Sci. 315
40-47 (1958). ^
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predispose one to alcoholism and predate the onset of
active alcoholism. There is some evidence that the psycho¬
dynamic approach to personality has some validity concerning
19
an "alcoholic personality." Conley in his familial studies
of alcoholics found some support for a psychodynamic etio¬
logical factor in alcoholism. Conley campaired 2,454
alcoholics and 1,719 nonalcoholic adults. He found that
no overall excess of last-borns was found in the alcoholic
population but there was an over-representation of only-
children and last borns among the alcoholics.
The basic psychoanalytic viewpoint has been expressed
20
concisely by Fenichel: "The reasons for reverting to
alcohol are either the existence of external frustration
that is, states of misery one would like to forget and to
replace by pleasurable fantasies, or internal inhibitions,
that is, states in which one dare not act against the
superego without such artificial help. "We will look at
two such psychoanalytic theories, one dealing with regression
due to outside external pressure and the other dealing with
super-ego factors.
First, alcohol can be seen as an escape from problems
and feelings one does not wish to face. We can term this
19
Conley, James, J., "Family Configuration as an
Etiological Factor in Alcoholism," Journal of Abnormal
Psychology Vol. 89:670-673 (1980).
20
Fenichel, 0., The psychoanalytic Theory of Neurosis.
New York, N.Y., Norton, 1945.
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process as regression toward infantile fixations. Probably
the best developed psychoanalytic theory of this nature is
21
by Rado. Rado develops his theory by discussing the
influences of elatant drugs on one's emotional life. He
isolates two types of effects. First an analgesic effect
that prevents pain and then euphoric effect that generates
pleasure. Both the pain removing and pleasure generating
effects serve the pleasure principle and together are
called the "pleasure-effect." The thing that the drinker
is looking for in his drinking is the pleasure-effect.
Next, Rado theorizes that there is a certain group of
people who respond to the frustrations in life with a
special type of emotional reaction called "tense-depression."
This reaction is characterized by a high degree of pain and
a low tolerance for pain. In this state of mind the psychic
interest is focused on the need for relief. In this state
of mind a person is highly "sensitized" to the pleasure-
effects of alcohol. When alcohol is ingested by a person
experiencing tense-depression, pain is removed and the ego
responds to the decrease in pain by elation.
In order to fully appreciate what happens in elation
we must go back to a time when the ego was not so tense
and depressed. "Once it was a baby, radiant with self¬
esteem, full of belief in the omnipotence of its wishes,
21
Rado, S., "Psychoanalysis of Pharmocothymia (Drug
addiction)" The Psychoanalytic Quarterly V2:l-23 (1933).
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22of its thoughts, gesture and words.” But the child's
megalomania melted away in the unrelenting face of
experience. Its sence of its own sovereignty had to give
way to a more modest self evaluation. This process, first
23described by Freud may be called ego reduction. Now, as
the child grows, its basis of self-regard shifts to its
own achievements. The ego begins to reorganize itself
toward the necessity of fending for itself and deriving
narcissistic pleasure from this accomplishment.
But what if the functional capacity of the ego to
grow and mature is reduced through disturbances? What
happens if these infantile ego traits are carried into
adulthood? For a full discussion of this idea one should
26refer to Harry Tiebout's work on the alcoholic ego. Let
it suffice to say here that the emotional result is the
tense-depression described earlier.
At this point, as if from heaven comes the miracle of
the alcohol pleasure-effect. A magical command by the ego,
a slight movement of the hand and behold the pain and
suffering are gone! In the alcohol induced elation the
ego regains its original narcissistic omnipotent stature.
22
Ibid., p. 6 .
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Freud, S., "On Narcissism, an Introduction,"
Collective Papers, Vol. 4.
24
Tiebout, H.M., "The Ego Factors in Surrender in
Alcoholism," Quarterly Journal of Studies on Alcohol, Vol.
15:610-621 (195417^
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At the height of this elation interest in reality disap¬
pears, all of the devices of the ego which work in rela¬
tion to reality are neglected; and there erupts to the
surface all of the unsatisfied instincts that have been
lurking in the background. Fantasy and unrestricted
activity are in control.
But this miracle of elation lasts only for a few hours,
then comes sleep and the morning after with its inevitable
change in mood. The stressful situation which caused the
original mood is back again along with some added guilt and
possibly some new stressing circxamstances. The elation had
built the ego to gigantic proportions and now in the face
of reality the ego has again shrunken. The contrast is
sharp and the ego grieves for its lost stature and bliss.
It is this longing that gives birth to the craving for
elation and psychological addiction; depression--craving--
elation; depression--craving--elation, the cycle goes on
and on. This cycle at first seems infalable--the depression,
the craving, and the alcohol induced elation--but soon
insufficiency sets in. It is not always the case that
elation follows depression. Depression is infallible but
not so elation which becomes more and more undependable.
The alcoholic begins to develop "tolerance." It takes more
and more alcohol to achieve less and less elation. Finally,
only the depression is left and the alcoholic stands at the
point of crisis; sobriety, insanity or suicide are his only
17
options. This process is graphically illustrated by Vernon
25Johnson in his book "I'll Quit Tomorrow." Doctor Johnson
developed his model not from theory but from emperical
evidence in clinical practice.
In Rado's view the psychodynamic etiology of alcoholism
is to be found in the immature infantile aspects of the
personality carried into adulthood. This infantile ego
image seeks to reassert its supremacy by the magic of
repeated alcohol induced elation. There is a reciprocal
effect of immaturity causing drinking and drinking causing
further libidinal regression to an even more infantile
psychological state.
SUPEREGO REGRESSION
Another form of regression that may be operative in
the etiology of alcoholism is superego regression. Very
little work has been done in this area but it appears that
superego regressions may not only be a causal factor in
alcoholism but may be aggrevated by alcoholism, as well.
Again, a reciprocal relationship may exist as in libidinal
regression where the effect becomes a cause and thereby
establishes and/or reinforces a downward spiral.
Two parameters of superego maturation have been stressed
25
Johnson, V.E., I 'll Quit Tomorrow, (Harper and Row,
Publishers, New York, N.Y.) 1973.
18
as relating to the etiology and dynamics of alcoholism by
2 6Gale and Frances. First, the extent to which external
controls have been internalized by the superego. And
second, whether the emphasis of superego functioning is on
the regulation of behavior to conform to an ego ideal or
whether the superego is involved in the regulation of self¬
esteem by self condemnation.
During superego development, external controls are
internalized and become part of the personality structure.
This allows autonomy and reduces the need for external
controls. This movement from the infant who is incapable
of regulating his own behavior to the mature personality
which has internalized his own standards for regulating
behavior constitutes a continuiim. An alcoholic may become
fixated somewhere in the middle of this continuiam and not
have the internal controls necessary to modify his drinking
behavior. It may also be that drinking and even drunken¬
ness is culturally acceptable for this individual. When he
drinks alcohol his superego injunctions are further diluted
allowing him libidinal gratifications that are prohibited
when sober.
A second continuxjm exists between superego regulation
of self-esteem and superego regulation of behavior.
2 g
Gale, L., and Frances, A., "Superego Factors in
Alcoholics," American Journal of Psychotherapy, V. 29:
235-242 (19757:
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This first pole of superego function is not an effec¬
tive ally of the ego but rather unleashes upon the self
a torrent of harsh retribution. An alcoholic whose super¬
ego is of this "archaic” tjrpe drinks to relieve guilt and
anxiety. This alcoholic is the perfectionist who never
lives up to his own standards. This failure to live up to
the archaic superego's injunctions lowers self-esteem and
causes self-recrimination. The more this alcoholic drinks
to relieve the guilt and anxiety the wider the gap grows
between his expectations and his performance. Once again
a vicious cycle is established; guilt-drinking-more guilt.
These two discussions on the pathogenesis of alcoholism
are complimentary in nature. Clinicians have for a long
time recognized both the immaturity of libidinal regression
and the low self-esteem caused by an overbearing superego
existing side by side in many alcoholics. Many successful
treatment programs such as Alcoholics Anonymous are
structured to reduce the ego through a sense of humility
and soften a harsh superego by providing a less demanding
group superego.
FAMILY THERAPY IN ALCOHOLISM TREATMENT
There is an ever-increasing body of literature with
reference to family therapy and alcoholism. This section
of the literature review will examine several of these
20
studies which have particular bearing on the author's
proposed research.
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Benton and Kaplan did a study involving 131 married
patients who received individual counseling for alcoholism
between 1953 and 1959 and 48 couples who received group
family counseling for alcoholism between 1959 and 1965.
These two groups were compared as to age, education, and
income. The group counseled population was about the same
age, better educated, and had a slightly higher income.
These differences appear to be of minimal significance.
A follow-up study was done using a 54 item questionnaire
in which interviewers wrote the respondent's answers to
open-ended questions concerning current marriage problems,
drinking status, what the clients remembered about the
counseling experience, and current socioeconomic status.
It is of interest that the rate of refusal to partici¬
pate in the follow-up was substantially higher among those
who received individual counseling only. In comparing the
results of the two groups. Burton and Kaplan found that 687o
of those receiving individual counseling either refused to
participate or were unavailable while only 27% of those
receiving group therapy as a family refused or were un¬
available. This difference could be due to several different
27
Benton, G. , and Kaplan, H.M., "Group Counseling in
Conflicted Marriages Where Alcoholism is Present: Clients
Evaluation of Effectiveness," Journal of Marriage and the
Family, Vol. 30, No. 1:74-79, 1968.
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factors. However, the researchers felt that the difference
in response rate was due to the superior results of the
group process. In response to the question "Do you feel
that you (your husband, wife) got something out of coun¬
seling?", the responses are revealing. Of the 144 responses
from clients who had received individual counseling, 82 or
57% expressed a positive experience in counseling. For the
group counseled clients, 61 or 76% responded in the affirm¬
ative. It would appear from the above figures that the
majority of clients participating in group counseling have
largely positive feelings about the experience.
The importance of these figures are enhanced by the
comments the clients made about group counseling. Forty
two percent felt that group therapy had improved their
ability to communicate. Twenty eight percent were helped
to develop personal insight into their own problems by
hearing others in the group talk. Twenty three percent
were helped by hearing that others were worse off than they
were. Nineteen percent were able to reach major decisions
through group counseling. Fourteen percent felt they were
helped with their own personal problems even though their
marriage did not improve. Based on the above information
we can conlcude that more than three-fourths of the couples
who experienced group counseling felt that the experience
was worthwhile. As noted earlier, in evaluating these
results we must keep in mind that we are relying on the
22
client's evaluation of his own experience. The client's
subjective feeling may well have been based on factors
other than improved personal and/or family functioning.
A feeling of increased responsibility for the group might
be one factor coming into play here. There are however,
several studies of a more objective nature.
28
One such study was done by Donald Cadogan. His
subjects were male and female alcoholics and their spouses
who, while the alcoholics were still in inpatient treatment
volunteered to participate in marital group therapy. Twenty
couples received marital group therapy on an outpatient
basis. Twenty other couples were told that there was no
room in the program for them yet. Assignment was on a
first-come basis. The groups did not differ with respect
to age, occupation, involvement with other treatment
programs, or severity of alcoholism.
Cadogan obtained a measure of communication, acceptance
and trust by administering the Primary communication Inventory
and the Conjugal life Questionnaire to 10 patients in the
control group and 10 patients in the study group. There
was no significant difference between the two groups.
All sessions were conducted by a highly trained
psychologist and by a female cotherapist trained in alcoholism
28
Cadogan, D.A., "Marital Group Therapy in the Treat¬
ment of Alcoholism," Quarterly Journal of Studies in
Alcohol, Vol. 34:1187-1194, 1973.
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counseling. A psychologist and a psychiatric nurse alter¬
nated as cotherapists.
Six months after inpatient discharge, all patients
were sent questionnaires to assess effectiveness of treat¬
ment based on abstinence. The questionnaire was designed
to indicate the extent to which alcohol remained a problem
on a continuum ranging from no drinking to no change in
drinking.
After 6 months 9 of the study group were still ab¬
staining, 4 were doing some drinking and 7 had relapsed
completely. In the control group, 2 were abstinent, 5 were
drinking moderately and 13 had relapsed. The difference
between the control and study groups was significant at
the .05 level of confidence.
The generalizations we can make from this study should
be guarded because of the limited sample size and the short
follow-up period of only 6 months. The study does seem to
support the idea that marital group therapy is an effective
form of treatment and may well increase the alcoholics
chances of recovery.
An interesting study was done in 1973 by Hedberg and
29
Campbell. They set up a treatment program designed to
compare the therapeutic efficiency of four different
29
Hedberg, A.G., and Campbell, L., "A Comparison of
Four Behavioral Treatments of Alcoholism,” Journal of
Behavioral Therapy, Vol. 5:251-256, 1974.
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behavior modification approaches to alcoholism treatment.
Forty-nine alcoholics were placed either in behavioral
family counseling, systematic desensitization, covert
sensitization or shock presentation treatment programs.
The treatment program was conducted in an out-patient
setting as opposed to the usual in-patient program studies.
Both professional and paraprofessional therapists were
utilized. Each patient's treatment program adhered to a
standardized sequence of treatment sessions over a 1 year
period. The treatment goal was established by the patient
as being either total abstinence or controlled drinking.
In comparing the four different treatment methods
utilized in this study, it was shown that behavioral family
counseling yielded a goal attainment rate of 747o. Eight
out of ten subjects choosing abstinence as a goal attained
that goal. Three out of five subjects who had chosen
controlled drinking as a goal successfully attained that
goal. Systematic desensitization yielded an overall goal
attainment rate of 677o. This figure included 6 out of 10
drinkers who met their goal of total abstinence and 4 out
of 5 who met their goal of controlled drinking. Covert
sensitization resulted in a goal attainment rate of 40%.
Five out of fourteen subjects choosing abstinence as a goal
were successful while one subject chose controlled drinking
as a goal and was successful. Electric shock treatment
yielded the poorest results with no subjects out of 4
25
reaching their goals.
The results of this study again support the hypothesis
that family involvement in the treatment of alcoholism is
beneficial in terms of the recovery rate of the alcoholic.
But, one must question the goal of controlled drinking as
being a valid goal for the alcoholic. One is reminded of
the Rand Report of 1976 which showed that alcoholics could
control their drinking and the later correction to that
report in 1980 showing that control was short lived with
serious relapse into uncontrolled drinking. Many of those
alcoholics who practiced "controlled drinking" subsequently
relapsed into uncontrolled destructive alcoholic drinking.
Again, one would question the length of the follow-up
period being only 6 months. Alcoholics have been known to
perform wonderous feats of daring for short periods of time.
A follow-up period of 2 years would be more appropriate.
These studies and others strongly suggest that family
therapy in the treatment of alcoholism can be beneficial
30
both to the alcoholic and his family. There is however,
no clear indication at this time as to which theory of
family therapy will provide the best results. Further
research is needed to clarify this point. There does seem
to be general agreement in the studies that in order to be
on
Janzen, C., "Families in the Treatment of Alcoholism,"
Journal of Studies on Alcohol, Vol. 38, No.1;114-130, 1977.
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effective therapy must facilitate communications among
family members, explore and clarify family pathology in
terms of roles, interactions, or games, begin the process
of building trust between family members, and provide a




From the foregoing literature review it is apparent
that there are many factors influencing drinking behavior.
Many disciplines including biochemistry, psychiatry,
psychology, and sociology have made major contributions to
our understanding of alcoholism. Most treatment programs
to date are limited in their approach and focus primarily
on the alcoholic, totally disregarding other important
factors for recovery. "Alcoholism should be viewed as a
"symptom" of a complex interactional process between
32individual factors and the social field."
Individual factors such as pyschological traits and
genetic predisposition have already been reviewed. Factors
in the social field, primarily the family, will be the con¬
cern here. These social factors are so numerous that the
clinician may be overwhelmed. One theory that has been
useful in organizing the social factors associated with
alcoholism is general systems theory.
General systems theory states that all systems have
three things in common. All Systems:
32
Ward, R.F., and Faillace, L.A., "The alcoholic and
His Helpers, A systems View," Quarterly Journal of Studies
on Alcohol, Vol. 31, No. 3:634-691, 1970.
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1. Consist of units, members, or parts.
2. Have units, members, or parts which are inter¬
dependent. That is they rely upon each other to
function properly.
3. Have units, members, or parts which are organized
toward a specific purpose. They must work together
toward their goal.
All systems are also subject to certain laws:
1. The whole of the system is greater than the sum
of the parts.
2. Anything which affects the system as a whole
affects each unit within the system.
3. Any change in one unit affects all the other units
individually and the system as a whole.
These laws show clearly that whenever one part of any
system changes, the change introduces a stress into the
whole system and forces the rest of the system to make
adjustments and adapt to the change by finding a new point
of equilibrium. For example, in an office, when one employee
is absent other employees must bear the burden of doing his
work or compensate for the lack of production.
A view of the family as a system implies that the
family needs to be viewed as a whole; that one member cannot
be considered in isolation from the group of which he or
she is a part. If the definition of system is applied to
the family it can be said that:
1. The family consists of a number of members--father,
mother, children, etc.
2. There are relationships between the members and they
are dependent upon each other.
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McCabe, T. R., Victims No More,
neapolis, Min.) 1978, pT 2-3.
(Hazeldon, Min-
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3. The members of the family function together to accom¬
plish certain purposes such as fulfilling material
needs, emotional needs, socialization, education, and
developing identity.
As in general systems theory the family system is also
subject to certain laws including:
1. All members assxxme certain roles and relate to each
other in specific ways.
2. The roles adopted by family members and the ways members
interact are in accordance with a certain set of rules.
Those roles and rules constitute the family equilibrium.
3. Any changes in the family equilibrium may cause
resistance in the family system which seeks to maintain
stability.
4. No matter how abnormal it may appear to the outsider,
the established pattern of equilibrium represents the
family's attempt to minimuze pain and disruption.
As with any other system, changes in the behavior of
one member causes stress for the family as a whole. Since
the component parts of a family system are people, and
people are constantly growing and changing, a certain
amount of stress is always existent. Most families develop
their own methods of coping with this stress successfully.
"A view of the family as a system implies that a family
needs to be viewed as a whole; that the alcoholic can not
be considered in isolation from the social group of which
34
he is a part." The alcoholic role is only one role within
the family, but other family members also have definite
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ships are established and become stabilized with the
alcoholic role, thus spreading pathology throughout the
system.
A change in role behavior on the part of any family
member precipitates a crisis in the family system. For
example, input into the family system by employers, friends,
police, or some therapeutic agency affecting one member
will require new behavior on the part of other family
members of the system.
Projecting that constellation of alcoholic traits
(anxiety, depression, resentment, loneliness, poor ability
to relate to others, inability to complete tasks and emotional
sensitivity) into the family system we see family members
becoming more and more confused and uncomfortable. The
family members become motivated by fear, which prompts a
posture of protection, requiring the expenditure of large
amounts of time and energy to stabilize the system. This
fear and its subsequent posture of protection is the primary
premise of the alcoholic family.
These postures of protection take a similarly repeated
and familiar form in many families. Sharon Wegscheider has
35
identified six roles in alcoholic families. First the
CHEMICALLY DEPENDENT PERSON who goes through the progression
of the illness with all of its resultant guilt, shame and
35
Wegscheider, Sharon, "From the Family Trap to Family
Freedom," Alcoholism, Jan/Feb 1981 pgs. 36-39.
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anxiety. Next, the CHIEF ENABLER who is the closest and
most involved with the alcoholic becomes involved in
the mood swings of the alcoholic. To keep some semblance
of normalcy the Enabler becomes more and more responsible.
Next there is the FAMILY HERO who can see what is happening
in the family and begins to feel responsible for the family
pain. The Hero works hard to make things better for the
family. Fourthly, there is THE SCAPEGOAT who does not wish
to work so hard to prove himself worthy. The Scapegoat
looks for support from peers and other non-family members.
Next, there is the LOST CHILD who suffers from loneliness
even though being alone is the most comfortable situation
for the child. The Lost Child seeks validation within him¬
self, usually through fantasies. The last role described
by Wegscheider is the MASCOT who is often cute, fun to be
around and able to use charm and humor to survive in the
painful family system.
Claudia Black has identified three main roles children
of alcoholics often assume.The role of RESPONSIBLE ONE
is where the child and alcoholic parent switch roles, the
alcoholic becomes dependent and the child acts as the
responsible parent. THE ADJUSTER learns to detach himself
from what's happening. He tries not to relate to the
family trauma. These kids become so expert at becoming
3 fi
Black, C., "Innocent Bystanders at Risk: The
Children of Alcoholics," Alcoholism, Jan/Feb 1981, Pgs. 22-26.
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detached they can remain in a very difficult family
situation. And, lastly there is the PLACATER who is the
more emotionally sensitive child in the alcoholic family,
who learned that if he did things to ease the pain it was
easier for him to survive.
Another way to view the alcoholic family system is
through games or scripts. Claude Steiner has identified
37
three distinct games alcoholics play with their families.
In all alcoholic games the alcoholic transacts for the
existential position of "I'm not OK (Ha, Ha)." In all
three games the alcoholic puts himself in a position to be
disapproved of, allowing those who disapprove to appear
virtuous and blameless until close examination shows they
are not virtuous but foolish and full of blame.
The first game is called DRUNK AND PROUD (D&P). D&P
is a three handed game involving the Alcoholic player and
38
a player who alternates between Persecutor and Patsy."
A D&P player is basically interested in getting family
members so angry that they show their impotence and
foolishness.
A second game is called LUSH. Lush is generally
played by people who feel deprived, i.e. need strokes. It
is usually played with a partner who is unable to give
37
Stiener, C., Games Alcoholics Play, (Ballantine
Books, New York, N.Y.), 1971.
^^Ibid. Pg. 87.
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strokes. This makes the alcoholics drinking to the
partner's advantage because as long as the game continues
the partners deficiencies will not be exposed. The partner
may play the role of Rescuer and/or Patsy. There is often
a Connection involved who keeps the game going by loaning
money, providing drinks, etc. "The Lush player is basically
making a plea for strokes. But because these strokes will
not be given by a partner under ordinary circumstances, he
settles for the costly strokes that are given to him when
39
he is resuced."
The final game described by Steiner is called WINO.
In this game the alcoholic obtains strokes by making him¬
self physically ill. He is willing to sacrifice his body
to the point of death to get others to take care of him.
Those who come to his aid are called Connections providing
food, medical’ help, shelter and tranquilizers.
All of these games can be played in or out of family
situations. Wino is often played outside a family setting.
The main point remains that as the alcoholic progresses in
his illness the family members are forced to protect them¬
selves and the integrity of the family by taking extreme
measures which are often very harmful. If treatment is to
be effective it should include the restoration and/or




From the preceeding discussion we can make the
following assumptions:
1. Alcoholism is a multi faceted disease both caused by
and effecting many interpersonal and intrapersonal
dimensions of life.
2. Alcoholism is a family disease, both complicated by
family pathology and complicating family pathology.
Therefore the purpose of this study will be to test
the hypothesis that alcoholics whose families participate
in therapy will have a higher recovery rate than alcoholics




The primary purpose of this paper is to explore the
relationship between family participation in treatment and
the recovery of the alcoholic.
The data for this paper was compiled from existing
medical records of an inpatient alcoholic treatment center
utilizing a medical model of treatment. Treatment centered
around the program of Alcoholics Anonymous and included
group therapy, didactic lectures, and individual counseling.
Records from three different phases of treatment were used.
First, medical records from the inpatient treatment program
were used. These records provided information as to
primary and secondary diagnosis, age, sex, race, income
level, dependents symptoms, religious background, previous
treatment history, level of education, and type of
addiction. These factors were considered to have some
influence on the probability of recovery from alcoholism.
Second, records from family services were utilized.
The family services department was staffed exclusively by
spouses of recovered alcoholics. This group was responsible
for the initial hospital contact with the patient's family,
channeling family members into a community based A1 Anon
program, conducting the family lecture series, doing family
group therapy and Communications groups. Family services
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worked in conjunction with the department of social
services. Social services was staffed with masters level
social workers who were responsible for counseling individual
families.
Record keeping in family services was very poor.
Family participation in treatment was not adequately docu¬
mented as to type of treatment received. Some lag in time
was noted between the date of patient admission and the
time of initial contact with the family. Often valuable
weeks were lost before a family was brought into treatment.
Because of the lack of accurate record keeping the original
patient population of 72 had to be reduced to 42. Second,
potential members were lost because their records did not
clearly indicate if they had or had not participated in
family therapy. Another problem noted in this part of the
study was an obvious lack of communication between family
services and social services. Often treatment from the
two departments either overlapped or was contradictory.
A clear case of the right hand not knowing what the left
hand was doing.
Third, records were obtained from the aftercare
department. This department aided the discharged patient
in making a smooth transition from inpatient treatment
back to community life. Aftercare Counselors arranged
for patients to participate in community based support
groups, vocational rehabilitation, and outpatient therapy.
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Aftercare also provided the discharging patient with a name
and telephone number of another person who had successfully
completed treatment and remained sober at least one year.
This person would act as a sponsor for the newly discharged
patient.
Aftercare maintained contact with discharged patients
by mail or by telephone for a period of one year. Inform¬
ation was obtained on psychosocial adjustment, level of
employment performance, interpersonal relationships and
drinking/abstinance status. This information was obtained
for the study population but its accuracy was clinically
unverifiable.
The above mentioned data was gathered and collated
from all three phases of treatment. All patients dis¬
charged during October, 1980, were included in the study.
Adequate data was obtained to establish a control group
of 19 patients whose families did not participate in
family treatment and a study group of 23 patients whose
families did participate in some form of family treatment.
These two groups were then compared as to race, sex, age,
dependents, income level, education, symptoms, religious
background, treatment history, secondary diagnosis and
type of addiction. The only significant differences
between the two groups were found in income level. The
symptom of fear, and religious background. Significant
difference was defined as 207o or more varience between the
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two groups. When each of these areas were examined using
Chi-square method of varience analysis, none of these
factors significantly effected the rate of recovery. One
factor did significantly effect treatment outcome, sex.
This point will be considered later in this paper. Finally,
the control and study groups were compared for significant
varience using the Chi-square method of analysis.
For the purpose of this study the following definitions
will be used:
Alcoholic: A patient admitted to an inpatient treatment
facility with a primary diagnosis of alcoholism
and/or poly drug addiction.
Recovery: Complete abstinence from all mind changing, mood
altering chemicals.
Family Therapy: Will include all or some of the following
elements: Group couples communications
therapy, didactic lectures, film series,
al-anon meetings, and individual family
therapy.
«
Polydrug Addict: A person addicted to alcohol plus at
least one other drug.
RESULTS
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As mentioned earlier a study group and a control
group were set up using participation in family therapy
as a criterion. The total sample consisted of all patients
discharged from the alcohol and drug unit of the hospital
in the month of October, 1980. The control group had 19
members and the study group had 23 participants. The
groups were compared in the following areas:
Race: All 23 of the study group were Caucasian while
17 of the 19 members of the control group were caucasion
and 2 were negro. It is beyond scope of this study to
determine if race is a significant factor in recovery. The
effect of race was not examined.
Sex: In the study group 16 were male and 7 were female.
In the control group 16 were male and 3 were female. When
sex was used as an independent variable and recovery rate
used as the dependent variable a significant difference
was seen at the .05% confidence level. It appears as though
sex was a significant factor in recovery in this study with
females having the best chance of recovery.
Age: In the study group 11 members were between 18 and
30 years of age, 11 members were between 31 and 64 years
old, and 1 member was above 65 years old. In the control
group 6 members were between 18 and 30, 11 were between 31
and 64 years of age, and 2 were above 65. Age is assumed
to be a factor in recovery with those between the ages of
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31 and 64 having higher chance of recovery. When groups
are established using age as an independent variable and
recovery as a dependent variable no significant difference
is found at either the .05% or .017o level of confidence.
It is generally accepted in the alcoholism treatment field
that the recovery rate of adolescents is somewhat lower than
adults.
Dependents: The alcoholic's dependents may or may not
have participated in treatment. In the study group 13
members had significant others who were in some way directly
dependent on them while 10 members had no such dependents.
In the control group 13 members had dependents while 6 did
not. This is a difference of 11%, (see chart A for a
comparison of all percentages). When control groups and
study groups were set up using dependents as an independent
variable and recovery as a dependent variable no signifi¬
cant difference existed at either the .05% or .01% confidence
level. Dependents here should in no way imply that the
alcoholic's family participated in treatment. The only
implication is that the alcoholic had others who were
dependent upon him/her in some way.
Income Level: Income level was considered to influence
the level of motivation for sobriety. In the study group
6 participants had family incomes between $0-10,000, 10
participants had family incomes between $10,001 and 40,000,
and 2 participants had family incomes above $40,000. In
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the control group 2 participants had family incomes in
the 0 to 10,000 range, 15 were in the $10,000 to $40,000
range and no participants were above the $40,000 mark.
Thus 337o of the study group and only 127o of the control
group fell into the $0 to 10,000 range. When groups were
established using income levels as the independent variable
and uninterrupted abstinence as the dependent variable,
no significant difference was found between the two groups
at the .057o or the .017, level of confidence.
Education: Since much of this particular recovery
program was geared to reach a moderately literate clientele
and reading and writing skills were required daily, it was
assxmied that education would be a factor in recovery in
this particular program. In the study group 3 members had
completed between 1 and 8 years of school. Five members
had completed between 9 and 11 grades. Five had completed
High School and 9 had completed 13 years or more. In the
control group 2 members had between 1 and 8 years of school,
two members had between 9 and 11 years of school, ten
members had completed High School and 3 had 13 or more years
of school. In summary 877, of the study group and 887, of
the control group had 9 or more years of school. Using
level of education as the independent variable and recovery
as the dependent variable no significant difference exists
at the .057c, and .017o levels of confidence.
Symptoms: Presenting symptoms were studied in both
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groups. Eight symptoms were examined, including: with¬
drawn, hostile, tearful, violent, excitable, anxious,
suicidal and homocidal. Twenty two participants of the
study group responded to this question and 15 of the
control group responded. Of a total number of possible
symptom responses (22 participants X 8 possible symptoms
or 176 symptoms responses and 15 participants X 8 possible
symptoms or 120 symptoms responses), the study group dis-
plyed 347o of the possible responses and the control group
displayed 44%. This assessment was subjective on the part
of the participant. Establishing control and study groups
using 4 S3miptoms as the criteria for the independent
variable and recovery as the dependent variable, no sig¬
nificant difference was found at the .05%, or .017o level of
confidence.
Religious Background: Of the 16 respondents of the
study group, 8 described their religious background as
satisfying and 8 described their religious background as
unsatisfying. In the control group 9 of 12 respondents
felt that their religious background was satisfying and 3
felt unsatisfied. Religious background was considered
important because the treatment program stressed moral
psychology and the spiritual dimension of life. However
when the sample was analyzed using religious background as
the independent variable and recovery as the dependent
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variable, no significant difference appeared at either the
. 057o or .017o confidence levels.
Treatment History: Eleven of the 23 participants in
the study group had previously been treated for addiction,
12 had not. In the control group 10 had previous treatment
experience and 9 had not. Using previous treatment as an
independent variable and recovery rate as the dependent
variable, no significant difference in rate of recovery
was detected at either the .017, or .057, level of confidence
Secondary Diagnosis: Only 3 of the participants in
the study group had either a secondary or a dual diagnoses.
All 3 were diagnosed as having depression secondary to
their addiction. No secondary/dual diagnosis were made
in the control group.
Type of Addiction: Thirteen of the 23 participants
in the study group were poly addicted and 10 were alcoholic
In the control group 8 were poly addicted and 11 were
alcoholic.
Chart A
General Demographic and Social
Characteristics of Control and Study Groups




















1-8 years 13 12
9-11 years 23 12















Variable Study Group % Control Group %
Treatment History
Previous Treatment 49 53





















Comparing the rates of recovery between the study and
control groups we find that 52% of the study group had
uninterrupted abstinence, 35% were abstinent at the time
of survey but had relapsed after treatment, and 13% were
currently drinking. This compares to the control group
where 58% had uninterrupted abstinence, 167o were abstinent
at the time of the survey and 267. were drinking. Using
the chi-square method of analysis, at both the .01 and
.05 levels of confidence, no significant difference in




The results of this study are at odds with results
from similar studies cited in the literature review section
of this paper. There may be several reasons for this
difference in results. As stated earlier, because of
incomplete medical data, it was impossible to differentiate
between the types of family treatment received by the
patient and his family. A family may have participated
in one or more of the following: individual family sessions,
group family therapy, communications classes, and didactic
lectures. A second point to consider is the length of
time a family participated in therapy. Time of partici¬
pation ranged from one week to six weeks. This factor
should have been controlled, but again because of incomplete
records it was impossible to control for.
As a result of the foregoing information generated
by this study the treatment facility has made good strides
in improving its record keeping functions. The family
services department-head has now been assigned the duty
of auditing all medical records to check the clarity and
specificity of family service notes. Special classes on
charting have been conducted for family service staff
members to improve recording and charting skills. Family
therapy duties have been assigned to three additional
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staff members to increase the level of family care. And
lastly, a dialogue has been Initiated between social
services and family services to seek ways of improving
communications between the two services. These changes
promise new effectiveness for the family program and the
recovery of the alcoholic.
Another reason for the lack of expected results from
this study may be the difference in composition of the
control and study groups in sex. The control group had
14% more females than the study group. In this particular
patient population, females had a significantly higher
recovery rate than males.
A final factor to consider when reviewing the results
of this study is the subjectiveness of the aftercare
information. Information was gathered primarily through
telephone conversations with the patients after discharge,
which leaves some room for misinformation and deception.
It was also interesting to discover that variables
such as age, income, education, dependents, symptoms,
previous treatment, secondary diagnosis and religious
background had no significant influence on treatment
outcome. These factors have historically been thought
to influence recovery. Additional study needs to be done
in these areas to clarify the issue.
One factor that was a significant influence on the
rate of recovery was sex. It is generally held that
50
males have a higher recovery rate than females but this
study indicates the opposite. Further studies should be
done to validate this finding is possible. If sex proves
to be an important factor in recovery in this particular
facility the program should be analyzed to ascertain the
dynamics of female recovery.
This study has several implications for the field of
social work. First the need for accurate record keeping
is apparent. Quality patient care, grounds for hospital
accreditation and data for program evaluation all rest
on well kept records. Second, this study points out the
need for good lines of communication between various
components and departments within the treatment milieu.
Social workers must facilitate the flow of information
to and from their department and others.
BIBLIOGRAPHY
Armstrong, J. D. "The Search for the Alcoholic Person¬
ality." Annals of the ^erican Academy of Political
and Social Science. 3’15:40-47 (1958).
Benton, G., and Kaplan, M. H. "Group Cotonseling in Con¬
flicted Marriages Where Alcoholism is Present: Clients
Evaluations of Effectiveness." Journal of Marriage
and the Family. Vol 30 No. 1:74-79 (196^1.
Black, C. "Innocent Bystanders at Risk: The Children of
Alcoholics." Alcoholism. Jan/Feb, pgs 22-26, 1981.
Cadogan, D. A. "Marital Group Therapy in the Treatment
of Alcoholism." Quarterly Journal of Studies in
Alcohol. Vol. 34:1187-1194 (1973) .
Conley, James. "Family Configuration as an Etiological
Factor in Alcoholism." Journal of Abnormal Psychology.
Vol 89:670-673 (1980).
Fenichel, 0. The Psychoanalytic Theory of Neurosis. New
York, N. Y. Norton. 1945.
Franks, D. D., Thacker, B. T. "Assessing Famileal Factors
in Alcoholism from MMPI Profiles." American Journal
of Psychiatry. 136:1084-1085 (1979).
Freed, E. X. "Alcoholism and the Bender--Gestalt Test."
International Journal of Addiction. 14:689-696.
Freud, S. "On Narcissism, an Introduction." Collective
Papers. Vol 4.
Gale, L. and Frances, A. "Superego Factors in Alcoholics."
American Journal of Psychotherapy. V 29:235-242
ZWTJT.
Goodwin, D. W. et al. "Alcohol Problems in Adoptees Raised
Apart from Alcoholic Biologic Parents." Archives of
General Psychiatry. Vol 28:238-243 (19737"!
Goodwin, D. W. "Is Alcoholism Hereditary?" Archives of
General Psychiatry. Vol 25:545-548 (1971).
52
Hedberg, A. G. and Campbell, L. "A Comparison of Four
Behavioral Treatments of Alcoholism." Journal of
Behavioral Therapy. Vol 15:25-256 (1974).
Janzen, C. "Families in the Treatment of Alcoholism."
Journal of Studies on Alcohol. Vol 38, No. 1:114-
r3D' (19777.
Janzen, C. "Family Treatment for Alcoholism: A Review."
Social Work. Vol 23, No. 2, 135-141, 1978.
Jellinek, E. M. "Current Notes Phases of Alcohol Addiction.'
Quarterly Journal of Studies on Alcohol. Vol 13:673-
685' (r952):
Johnson, Vernon. I'11 Quit Tomorrow. Harper and Row
Publishers. New York, N. Y. (T973).
Kaij, L. "Studies on the Etiology and Sequels of Abuse
of Alcohol." Department of Psychiatry. University
of Lund. (1960).
Lisansky, E. "The Etiology of Alcoholism: The Role of
Psychological Predisposition." Quarterly Journal of
Studies on Alcoholism. Vol. 21:317 (I960) .
McCabe, T. R. Victims No More. Hazeldon, Minneapolis,
Min., 1978.
Nichols, J. and Hsigo, S. "Addiction Liability of Albino
Rats: Breeding for Quantitative Differences in
Morphine Drinking." Science. 157:561 (1967).
Rado, S. "Psychoanalysis of Pharmocoth37mia (Drug Addiction)
The Psychoanalytic Quarterly. V2:l-23 (1933).
Schuckit, M. A., Goodwin, D. W., and Winokur, G. "A Study
of Alcoholism in Half Siblings." American Journal of
Psychiatry. Vol 128:1132-1136
Sinclair, J. D., Adkins, J., and Walker, S. "Morphine-
Induced Suppression of Voluntary Alcohol Drinking in
Rats." Nature. 346:425-427 (1971).
Steiner, Claude. Games Alcoholics Play. Ballantine Books,
New York, N. Y., 197T:
Sutherland, E. H., Schroeder, H. G. and Tordella, C. L.
"Personality Traits and the Alcoholic, A Critique of
Existing Studies." Quarterly Journal of Studies on
Alcohol. 11:547-561 (1950).
53
Syme, L. "Personality Characteristics on the Alcohol A
Critique of Current Studies." Quarterly Journal of
Studies on Alcohol. 18:208-302 (1957).
Tiebout, H. M. "The Ego Factors in Surrender in
Alcoholism." Quarterly Journal of Studies on
Alcohol. Vol 15:6l0-6n (1954).
Ward, R. F. and Faillace, L. A. "The Alcoholic and His
Helpers, A Systems View." Quarterly Journal of
Studies on Alcohol. Vol 31 No. 3:634-691 CTOTH).
Wegscheider, Sharon. "From the Family Trap to Family
Freedom." Alcoholism. Jan/Feb pgs 36-39 (1981).
Winokur, G. "Alcoholism: III. Diagnosis and Familial
Psychiatric Illness in 359 Alcoholic Probands."
Archives of General Psychiatry. Vol 23:104-111
(i9'ro).
World Health Organization, Expert Committee on Mental
Health, Alcoholism Subcommittee Second Report. World
Health Organization Technical Reprint Service. No,
48. Geneva. 1952.
